We report a case of ileal atresia presenting with massive chylous ascites and hydrocele in a neo nate. A male neonate was born at 38 weeks of gestation with a weight of 3,360 grams. The antenatal ultrasonography performed at 37 +6 weeks of gestation showed ascites and huge bila teral hydrocele. At birth, he manifested hypotonia, a massively distended abdomen and huge bilateral hydrocele. Exploratory laparotomy was performed on the day of birth. A large amount of chyle (approximately 200 mL) was found in the peritoneal cavity between the bowel loops. An additional 120 mL of chyle was removed from both scrotal sacs. The color of chyle was ivory yellow with whitish debris. Ileal atresia had occurred 7 cm above the ileocecal valve. The proximal small bowel was disconnected, and the distal small bowel loop ended in a blind loop. Lymphatic drainage from that cross section of the proximal small bowel might be a cause of chylous ascites. Segmental small bowel resection and double barrel ileostomy was performed. We described this case with a review of the literature.
Introduction
Neonatal chylous ascites is a very rare condition; the exact incidence of neonatal chylous ascites is unknown. 1 Congenital chylous ascites can occurred from a variety of reasons. The most common cause (45-60% cases) is the malformation of the lymphatic vessels. 2 Half of neonates, not mentioned above, the chylous ascites is thought to be due to delayed maturation of the lacteals, called "leaky lymphatics." 2 Another reason (20-25% cases) is obstruction of the lymphatics due to external compression, such as malrotation, intussusception, incarcerated hernia, enlarged lymph nodes and malig nancy. 2 In some cases (15-20% cases), it is caused by trauma during surgery, accidents or child abuse. 2 We reported a rare case of ileal atresia presenting with massive chylous ascites and bilateral hydrocele at birth.
Case
We report a male neonate with ascites and huge bilateral hydrocele who was born by caesarean section at 38 weeks of gestation with a weight of 3,360 g (50-75 percentile), Ileal atresia had occurred 7 cm above the ileocecal valve.
The proximal small bowel was disconnected, and the distal Fig. 4 . In the ultrasonography, large amount of ascites and thickening of the small bowel loop were seen. Neonatal chylous ascites is a very rare condition. 1 Con genital chylous ascites can occurred from a variety of reasons.
The 1st most common cause is the malformation of the lym phatic vessels. 2 The 2nd most common cause is delayed maturation of the lacteals, called "leaky lymphatics." 2 Another reason is obstruction of the lymphatics due to external com pression, such as malrotation, intussusception, incarcerated hernia, en larged lymph nodes and malignancy. 2 In some cases, it is caused by trauma during surgery, accidents or child abuse. 2 Paracentesis is both a diagnostic and therapeutic step, and lymphoscintigraphy is used to reveal the lymphatic anatomy. Enteral feeding with a medium chain triglyceride formula can be started, but nil per os (NPO) and total parenteral nutrition may be necessary to reduce chylous flow in severe or compli cated cases. 1 The goal of the surgical management is to find and fix the lymphatic leak. 1 Patients with chylous ascites have a risk for recurrence, but there were no recurrences in our case.
The proximal small bowel was disconnected, and the distal small bowel loop ended in a blind loop (Fig. 5 ). Lymphatic drainage from that cross section of the proximal small bowel might be a cause of chylous ascites. The color of chyle was ivory yellow with whitish debris. There was no meconium stained ascites or soiling of the peritoneal cavity, it was thought that the disconnection of proximal small bowel was happened just before the surgery.
In the republic of Korea, there was one similar case report of a neonate with massive chylous ascites and hydrocele. 5 In the report, a male neonate was born at 36 weeks of gesta tion with a weight of 2,990 grams. 5 Ascites was detected on an tenatal ultrasonography at 35 weeks. 5 On the day of birth, paracentesis was done and the ascites was chyle. 5 Gastro graffin enema was done on postnatal day 4. 5 From that study congenital ileal atresia was seen, and then segmental small bowel resection and ileocolostomy was done. 5 From the case we mentioned above, paracentesis was done on the day of birth. 5 In my case, paracentesis was not con ducted, but exploratory laparotomy was performed on the day of birth. From the gastrograffin study, congenital ileal atresia was seen in the case we mentioned above, but in my case gastrograffin study was done after exploratory laparotomy.
We had few information from the study except underused micro colon.
Congenital small bowel atresia of the duodenum, jejunum or ileum is the most common cause of neonatal bowel obstruc tion, with incidence ranging from 1.3 to 2.8 of 10,000 births. 6 Congenital small bowel atresia occurs mostly in the duodenum and less frequently in the jejunum or ileum. 7 The signs of jejunoileal atresia include abdominal distension, bilious vo miting, jaundice, and no passing of meconium on the first day of life. 7 The differential diagnosis of gastrointestinal obstruc tion in neonates includes esophageal atresia, pyloric stenosis, malrotation with midgut volvulus, intestinal stenosis, intestinal atresia, duodenal duplication, annular pancreas, foreign body obstruction, and Hirschsprung disease. Perinatology logic imaging and surgical intervention are available. Collabo rative effort of obstetricians, radiologists, neonatolo gists and pediatric surgeons could lead to early intervention, which can reduce morbidity and improve outcomes.
